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ABSTRACT

Background: Tension free inguinal hernia repair like darning is commonly practiced in general surgery in our set up but
mesh repair is getting popularity for the last few years.

Aim: Two techniques are compared with respect to effectiveness, duration of surgery, post- operative complications,
duration of hospital stay, pain free early return to normal physical activity and work.

Study Design: Itis a randomadised prospective comparative study.

Place and duration of study: The study was conducted in surgical unit, Amna Inayat medical college Shaikhupura from
May 2012 to April 2016.

Methodology: A total of eighty four patients were included in the study. They were randomly divided in two groups. Darn
group (D) and Lichtenstein - mesh group L. Group D has forty (n= 40) patients and group (L) has forty four (n=44)
patients. We assessed the post operatively for a follow up period of 20 months for effectiveness of the technique, post
operative complications, duration of hospital stay and pain free early return to normal physical activity and work.

Results: A total of 84 patients were divided into two groups. Darn group (D) had 40 patients and Lichtenstein mesh
group L had 44 patients. Two techniques were compared with respect to duration of surgery, post operative recovery,
post operative complications like post operative pain which was 8(20%) in group D and 16(36.36%) in group L with p
value 0.10, urinary retention 3(7.5%) in group (D) and 5(11.36%) with p value 0.47, inguinoscrotal swelling 3(7.5%) in
group (D) and 6(13.63%) in group (L) with p — value 0.31, post operative wound infection no patient developed wound
infection in group (D) while in group L 4(9.09%) P value 0.04. No any patient developed orchitis, osteitis pubis in any
group. No patients developed recurrence of inguinal hernia in any group over a period of two years follow up. The mean
hospital stay in group D was 2.37+1.38 days while it was 2.72+1.56 days in group L. Most of the patients in both groups
returned to the normal activity on first post operative day, in group (D) 38(95%) and 34(77.27%) in group L

Conclusion: There is no gross statistical difference between Darn repair and Lichtenstein repair. Darn repair is still
better with respect to its simplicity, less inguinoscrotal swelling, less surgical site infection, cost effective and surgeons
are used to perform it at all level of health care centers.
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INTRODUCTION

Inguinal hernia patients are the common visitors of surgical
OPD since the time it was conceived®. Inguinal hernia repair is
the commonest surgical operation which is performed at
surgical floor all over the word2. Hernia is a protrusion of a
viscous from the cavity in which it is contained. Several
predisposing factors contribute to the development of hernia
like lifting heavy weights, strenuous exercises, chronic cough,
constipation and patients who are straining at micturation (e.g)
prostate hypertrophy or hyperplasia all these increase the
intra-abdominal pressure and is the cause of weakening of
fascia transversalis. The other major cause of inguinal hernia
is the congenital persistence of process vaginalis or peritoneo-
vaginal canal®. International Statistical  Classification of
Diseases 10" Revision (ICD-10) mentioned several types of
inguinal hernias®. In 2009 European Hernia Society has
suggested a simplified system and classification for inguinal
hernia. . .Primary or recurrent (P or R). Lateral, Medial or
Femoral (L, M or F). Defect size in finger breadth is assumed
to be 1.5 cm®. Inguinal hernia is diagnosed during clinical
examination. Usually these are painless swellings with cough
impulse, reducible on lying down or by patient himself and
reappearance of hernia on coughing or on standing. Deep
inguinal ring occlusion test suggests that the hernia is indirect
inguinal hernia or direct inguinal hernia®. Diagnostic difficulties
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may arise in some case where there is an indistinct boundary
of hernia protrusion in the groin. Ultrasound is a useful
modality that helps the clinical examination with its diagnostic
specificity 88 — 100 % and sensitivity 33 — 100%°. Computer
tomography is not a good modality in the diagnosis of inguinal
hernia but is useful in the diagnosis of sliding hernia’.
Herniography is a safe diagnostic tool in cases of hidden
hernias with its sensitivity of 100% and specificity of about 98-
100%. This modality is almost not or very rarely used in
domestic practice®. Since the early 19" century when the
anatomists and surgeons were describing the inguinal canal
anatomy and they were also working on the different surgical
techniques of inguinal hernia repair. The basic principle of all
these technique was the elimination of the defect in the
posterior wall of the inguinal canal or reinforcement of the
posterior wall of the inguinal canal with tightening of the deep
inguinal ring®. The inguinal hernia repair can be done either
externally the surgeons who performed these techniques in
their respective era were Lucas Championere, Bassini,
Lothiessen, Mcvay, Shouldice, Lichtenstein, Stoppa or
internally via intraabdominal approach (laparotomy or
laparoscopically)*®. The hernia repair is revolutionized over the
last many years but darn repair is still the most commonly and
most prevalent simple repair in the domestic practice. The darn
repair is the posterior wall repair of the inguinal canal by
making a loose mesh in the form of figure of eight between the
inguinal ligament and conjoint tendon with polypropylene
suture no. 1 and the closure of the wound in layers?!. Although
Shouldice and Lichtenstein (mesh) repair are the procedure of
choice for the last few decades but darn repair is still popular
due to its simplicity its cost effectiveness in the low
socioeconomic background and in the remote areas in the
domestic practice.
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The aim and objective of this study is to compare the
effectiveness of the procedures, the post operative
complications, recurrence rate and early return to normal
physical activity and work.

MATERIAL AND METHODS

This study was carried out in the department of surgery unit |
Kishwar Fazal teaching hospital, Amna Inayat Medical College
Shaikhupura from May 2012 to April 2016. The study protocol
was approved by the Ethical Committee of Kishwar Fazal
Teaching Hospital. As the study was random and patients
were randomized by opening of sealed envelopes. The
patients were informed about their treatment after the
randomization. A total 84 patients were included in the study
which were divided randomly in two groups. Group (D) Darn
group and Group (L) was Lichtenstein group or mesh repair
group. There were 40 patients in (D) group 44 patients in (L)
group. All were male patients diagnosed as unilateral reducible
inguinal hernia. All patients were admitted through surgical
OPD and were subjected to detailed history of inguinoscrotal
swelling and history of causative factors including chronic
cough, constipation, symptoms of lower urinary tract were
elaborate , clinical examination like cough impulse, upper limit
of inguinoscrotal swelling, and deep ring occlusion test were
performed to distinguish between indirect and direct inguinal
hernia. Routine laboratory investigations like CBC, urine
analysis, hepatitis profile were performed in all patients and X
— ray chest and ECG were added who were above the age of
50 years. All patients were assessed by anesthetist pre-
operatively and all patients were underwent surgery under
spinal anesthesia. Congenital inguinal hernia, patients with
recurrent inguinal hernia, sliding hernia, patients with
coagulopathy and who were on aspirin and warfarin
(anticoagulants) were excluded from the study. Patients who
were diabetic also excluded from the study. Pre — operatively
all patients were given injection amoxicillin and cavalonic acid
1.2 gm at the time of induction and three doses were given
twelve hourly. The suprainguinal incision that was 2.5 cm
above and parallel to the inguinal ligament from pubic tubercle
to mid inguinal point was made on right or left side depending
upon the side of hernia. In darn repair after making above
mentioned incision external oblique apponeurosis incised in
the line of incision, ilioinguinal nerve identified and saved in all
cases. Cord identified lifted at the pubic tubercle, sac of hernia
identified and separated from the cord. In indirect inguinal
hernia herniotomy done and in the posterior wall fascia
transversalis repaired with 3/0 prolene but in case of direct
inguinal hernia after lifting the cord the hernia in the posterior
wall reduced and fascia transversalis plicated with 3/0 prolene.
Then a repair with polypropylene no 1 - 0 made in the form of
figure of 8 between conjoint tendon and inguinal ligament.
Then wound closed in layers. In Lichtenstein_repair after
dealing with the hernia sac the key hole polypropylene mesh
placed over the posterior wall to strengthen the wall and
anchored the mesh with the posterior wall conjoint tendon
above and with the inguinal ligament below with 3 — 0 prolene
and wound closed in layers. During closure of the wound all
patients were injected Inj. Bupivacaine (long acting local
anesthetic) 2 mg / Kg body weight in the wound. Post
operatively all patients were given inj. Amoxicillin and
cavalonic acid 1.2gm i/v 12 hourly three doses. For pain inj.
Diclofenac sodium 75 mg i/m 12 hourly given for 1t 24 hours
and then switched to same oral analgesic to both group.
Patients were evaluated for post operative complications
like pain, urinary retention, swelling in the scrotum (hematoma
or seroma), wound infection. Post operative pain was recorded
by visual analog scale (VAS, 0 -10) in hospital at 2 hours

interval after operation. All patients were given same
instructions regarding pain and were encouraged to return to
work and normal daily activities. Most of the patients on the 1%
post operative day from both groups or when we considered
that they were fit to discharge and can go to their normal
routine work with instructions. Sutured were removed on the
seventh post operative day in both groups. All patients were
followed up for a period of 20 months. Post operative follow up
was fortnightly for one month then monthly for three months
then three monthly for six months then six monthly for a year.
Patients were also followed up on their contact numbers for
any post operative complications particularly for recurrence,
which was defined as any swelling or bulge or weakness in the
operative area which was exacerbated by coughing or by a
Valsalva maneuver and needed further surgical intervention or
a truss. The study’s data base was developed on Excel sheet
on the basis of filled Performa. The categorical data of the
study was presented in frequencies and percentages. The
numerical data was presented as mean + standard deviation.
Student t- test and Chi-square, have been applied to compare
the categorical variables between the two groups and for the
analysis of the data software Excel 2016 was used. A p-value
of less than 0.05 was considered to be statistically significant
for the statistical test.

RESULTS

A total 84 patients with indirect and direct hernia were included
in the study and they were randomly divided into (D) group
having 40 patients and 44 patients were present in L group.
Group (D) underwent darn repair and group (L) underwent
Lichtenstein-mesh repair. The age of the patients ranged from
17 years to 70 years in both group with mean age in group (D)
was 44+14.68 years (median age 42.5 years) and in group (L)
44.09+15.78 years ( median age 47 years).

Total no. of patients in the study:

Group D Group L Total

40(47.61%) 44(52.38%) 84(100%)
Age of patients in both groups:

No. of patients in Mean age+SD Median age

groups years years

Group D (n=40) 44 + 14.68 42.5 years
Group L (n =44) 44, +15.78 47
Mean age in group (D ) = 44 + 14.68
Mean age in group (L) = 44.09 + 15.78
Types of hernia in both groups:
Type of Group D Group L Total
Hernia
Indirect 24( 60%) 24(54.54% ) 48(57.14%)
Direct 16(45.45%) 20(45.45%) 36(42.85%)

Duration of surgery in minutes:

No. of patient in Mean time in Median time in min.
groups min. £ SD

Group D(n =40) 36.62 + 6.98 35

Group L (n=44) 45.81 £ 9.29 48

Mean duration of surgery in group (D ) = 36.62 + 6.98 min.

Mean duration of surgery in group (L) = 45.81 + 9.29 min.

p — value 0.31, p — value > 0.05

So duration of surgery between the two groups is not

significant. Duration of surgery was same.

Post operative recovery time from spinal anesthesia in hours:
No. of patients Mean recovery Median recovery
in groups time in hours time in hours

+ SD
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Group D 9.1 +£0.35 9 Follow up — Time Group D Group L Total
Group L 9.20+1.2 9 Fortnightly for 1 | 40(100%) | 44(100%) 84(100%)
Mean recovery time in group (D) = 9.1 £ 0.35 hours month
Mean recovery time in group (L) =9.20 + 1.2 hours Monthly  for 3 | 40(100%) 44(100%) 84(100%)
p — value 0.98, p — value > 0.05 months
Post operative recovery time in both groups was not significant it 3 monthly for 6 | 40(100%) 44(100%) 84(100%)
was almost same in both groups. moths
Postop complications: Postop. pain for first 24 hrs: DISCUSSION

No. of patients in groups Developed post op. pain

Group D (47.61 %) 8(20%)

Group L (52.38 %) 16(36.36%)

Total 24(28.57%)

p — value 0.102 p — value > 0.05

Urinary Retention on immediate post Developed urinary

operative day:  No. of ptsin retention
groups
Group D (47.61%) 3(7.5%)

Group L (52.38%) 5(11.36%)

Total 8(9.52%)

p — value 0.47, p —value >0.05

Inguinoscrotal swelling:

No. of pts in groups Developed inguinoscrotal swelling

Group D (47.61%) (n=3)7.5%

Group L (52.38 %) (n=6)13.63%

Total (n=9)10.71%
p —value 0.31, p — value > 0.05,
Wound Infection:
No. of patients in groups Developed wound infection
Group D(47.61%) 0
Group L (52.38%_ 4(9.09%)
Total 4(4.76%)
p — value 0.04, p —value >=0.05

No any patient developed orchitis and osteitis pubis in both
groups in our study.

Hospital stay in days:

Days Group D Group L) Total p value
1-2 25(62.5%) 24(54.54%) | 49(58.33%) 0.88
> 0.05
3-4 11(27.5%) | 13(29.54%) | 24(28.57%) 0.68
> 0.05
5-6 4(10%) 7(15.90%) | 11(13.09%) 0.36
> 0.05
Total | 40(47.61%) | 44(52.38%) | 84(100%)
Mean hospital stay in group D= 2.37 + 1.38
Median stay in the hospital in group D=1.5 days
Mean hospital stay in group (L) =2.72+1.56
Median stay in the hospital in group L = 1.25 days
Return to normal activity:
Day / Hrs Group D | Group L Total p value
1% day/24hrs | 38(95%) 34(77.27%) 72(85.71%| 0.63
) > 0.05
2" day/ 48 2(5%) 4(9.09%) | 6(7.14%) 0.41
hours > 0.05
39 day/ 72 0 4(9.09%) | 4(4.76%) 0.04
hours > =0.05
4" day/ 96 0) 2(4.5%) 2(2.3%) 0.15
hours > 0.05
Total 40(47.61) | 44(52.38%)| 84(100%)
Post operative follow up for recurrence:
Groups No. of patients (n) Recurrence rate
Group (D) (n=40)4761% (n=0) 0%
Group (L) (n=44)52.38% (n=0)0%

Inguinal hernias are common surgical problems more in males
than females and its incidence among the male population is
about 3-5%%2. Since the time of 19™ century the repair of
inguinal hernia is being modified by different surgeons. The
objective of almost all surgeon was a tension free repair. The
description of the Lichtenstein repair (mesh) repair opened a
new era in the field of inguinal hernia repair. In this study the
objective is to assess the results of Darn repair with
Lichtenstein repair (open).

Inguinal hernia is a disease of people who are doing
strenuous work particularly who are lifting heavy objects in
their routine daily life. In this study mostly the patients were
from labour class and the age of the patients was in the range
of 17 — 70 years in both groups. The mean age of patients in
Darn group was 44 + - 14.68 years and it was 44.09+ - 15.78
years in Lichtenstein group, almost similar age group was
reported by Ahmad et al (i.e.,) 43+-6.22 years(13). Bringman
S. et al. reported range of age (30 — 75) years with unilateral
inguinal hernia in his study'4. 78% of people in our study
belong to rural areas labourer with low socioeconomic status
and almost same 74% was reported by Khan et al in one local
study(15). Both indirect and direct inguinal hernias were
included in our study, 54.14% were indirect hernia and 42.
85% constituted by direct hernias. Palanivelu C. reported 76%
indirect and 24% direct in his study(16). Robb reported 63%
indirect and 37% direct inguinal hernial” whereas 71.4%
indirect inguinal hernia and 28.6% direct inguinal hernia
reported by Naveen N and Srinath R*8. In one study from Tikrit
it was 83.3% indirect and 16.7% direct hernia(19). In studies
mentioned above the ratio of types of hernia were almost same
and almost all belonged to rural areas and most of them
belonged to labour class.

Over all duration of surgery is about 40 to 45 minutes. In
Darn repair in group (D) it is 36.62 + 6.98 minutes, whereas in
Lichtenstein repair group (L) the time is 45.5.81 + 9.29 min. In
both groups the operation time is statistically non significant
with p — value 0.31 but Naveen N. reported that operation time
is less in Lichtenstein mesh repair(18) while Harjai MM
reported in his study it was insignificant (20). In both
techniques the meticulous haemostasis is required to avoid
post operative complications that ‘s why the operative time was
more in mesh repair as compared to darn repair. Now the era
is progress and development in the every field of medicine with
meticulous technique excellent post operative care and
judicious use of antibiotics considerably reduce the post
operative complications. To quantify post operative pain we
used a visual analog scale (VAS, 0-10)hours in the hospital at
2 hours interval for first 24 hours post operatively. In our study
the post operative pain is less in both groups and there is no
statistically significant difference in both groups according to
duration of post operative pain. In first 24 hours only 24
patients (28.57%) reported pain with p — value 0.10 that is
non-significant in both groups. Almost same results were
reported by Bringman et al and Collaboration EH et al but only
difference was laparoscopic repair which had very less pain
and shorter rehabilitation than open repair'42L, Callesen CM.
reported in his study that post operative pain is more common
in yonger age group which is more pronounced at mobilization
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or coughing than during rest. The moderate to severe pain is
more pronounced on 1% post operative day which ceases over
time. In his study he mentioned that under local anesthesia
although pain was significant intraoperatively but post
operatively patients were more satisfied as they were pain free
and early discharged??. In different international studies it was
reported that post operative pain was found to be less in the
laparoscopic hernia repair as compared to open hernia repair
across the boar?. Lal P et al reported similar results?*. Eklund
et al. experienced in his study less post operative pain in
laparoscopic hernia repair as compared to open Lichtenstein
repair and patient consumed less analgesics®. In the
immediate post operative period urinary retention is common
particularly in elderly and it is usually due to post operative
pain in this study 7.5% patient developed urinary retention in
darn(D) group and 11.36% in Lichtenstein(L) group which is
statistically non significant with p- value 0.47. In both groups
these patient required indwelling catheterization which was
removed early morning on 1%t post operative day. Similar
results was reported by Naveen N. and Srinath R820,
Bringman S. reported 2.2% urinary retention as early post
operative complication in Laparoscopic totally extraperitoneal
hernioplasty but he did not find this complication in mesh —
plug nor in Lichtenstein repair in his comparative study“.
Pukar M and Lakhani D repoted from his study that post
operative  urinary retention was 0.01% in Lichtenstein
repair(26). In the international literature urinary retention after
hreniorraphy could be in the range of 0.2% - 22.2%2". Similar
results were reported by Koch CA et al in endoscopic hernia
repair?®. The incidence of post operative urinary retention was
8.2% in laparoscopic inguinal hernia repair reported by Patel
JA et al and Sviasankaran MV et al in their respective studies
they also emphasized that age greater than 50 years is a risk
factor in the development of urinary retention(29,30). In our
study the patient who developed urinary retention were more
than 50 years of age and over all incidence of the problem was
the same. The post operative inguino-scrotal (hematoma) in
the present study was 7.5% in darn (D) group and 13.63% in
Lichtenstein (L) group with over all incidence of 10.71% with p
— value 0.31 which is not significant statistically. Zedan AM.
reported 8.3% in mesh repair and 12.5% in darn repair (19).
The incidence of post operative inguino scrotal hematoma
1.3% reported by Forte A, et al®l. Chowbey PK et al reported
that the incidence of inguino scrotal hematoma formation was
in the range of 5 — 25% and they were especially seen in large
indirect hernias®2. The other international literature in the
comparative study mentioned 3.3%, 6.7% and 7.8% incidence
of post operative inguinal haematoma in TEP, Mesh-plug and
Lichtenstein repair respectively®. In the one local comparative
study Hassan A, et al reported 8.33% haematoma formation in
Lichtenstein repair and 14.89% in darn repair with over all
incidence 11.58%(33) which is quite close to the result of
Memon et al®** and comparable with our study. But in mesh
plug hernioplasty Faish T. et al reported that 2% patient
developed scrotal seroma which responded to conservative
treatment®. In our study post operative wound infection was
developed in 4 patients (n=4) 9.09% in Lichtenstein repair (L)
group but no patient developed in darn repair (D) group, p —
value 0.04. Hassan A in one local study reported post
operative wound infection 2.08% in Lichtenstein repair and
8.5% in darn repair33. Surgical site infection rate 2.5% reported
by Lifshutz H and Juler GL. in darn repair, 100 case study®®.
The incidence of post operative surgical site infection of 12% in
darn and 8% with mesh repair reported by Qazi et al in one
local study®” while Swarup C. et al observed 12% in mesh
repair and 6% darn repair®®. So post operative surgical site
infection usually develop due to inguinoscrotal hematoma

sometimes have to aspirate the collection in which chances of
getting infection increases. In our study these hematoma and
post operative wound infection resolved on conservative
management. No patient in our study developed post
operatively orchitis and testicular atrophy. It is a rare
complications of inguinal hernia repair and results from injury
to vessels that course along the inguinal canal, initially it is
painful but becomes painless later on. During hernia surgery
injury to the testicular vessels can result in ischemic orchitis
and leads to testicular atrophy 0.2% - 1.1% of all inguinal
hernia repair (39). In primary inguinal hernioplasty orchitis and
testicular atrophy occurs in 0.5% while for recurrent hernias it
increases to 5% (40). Incidence of testicular atrophy reported
by lles in open hernia repair(41) but Phillipes noted testicular
pain swelling and orchitis in 0.9% to 1.5% of laparoscopic
inguinal hernia repairs*?. Osteitis pubis is a very rare condition.
The first description about osteitis pubis in the English
literature was by Beer*® in 1924 and postulated that osteitis
pubis was the result of intraoperative trauma to the symphysis
and its muscular attachment either from surgical instruments or
retractors. In Marshall-Marchetti-Krantz procedure where the
sutures are placed directly into the periosteum or cartilage of
the symphasis pubis like hernia repair the incidence is only 1%
to 2.5% reported by Kammerer-Doak DN.et al and Maimprize
TC*4%, In our study of 84 patients we did not find any case of
osteitis pubis in both groups. Very important and late
complication is the recurrence of hernia. The recurrence of
hernia has always been considered an important parameter to
assess the effectiveness of any form of hernia repair either it is
open surgery like Darn, Bassini, modified Bassini,
Lichtenstein, Shouldice, mesh-plug or laparoscopic hernia
repair. The effectiveness of the repair requires a follow up of
the patient for a significant period to evaluate the recurrence.
There are many studies which have determined the recurrence
for different techniques. The recurrence is usually attributed to
lack of facial elements, poor operative technique and failure to
identify the hernia sac (9,46).The maximum rate of recurrence
is seen in first 6 months after repair thereafter it falls*. In our
study the recurrence rate was 0% in both groups in a follow up
period of 20 months. Csontos et al reported 16 (2.24%)
recurrence out of 714 cases in his study of Lichtenstein mesh
repair (47). In 1958 Moloney reported 0.8% recurrence rate in
Darn repair (48). Delvin reported that Darning has 3.3 %
recurrence rate while Lichtenstein has 3.5%. There is no
difference in the recurrence of hernia repair regarding the
technique of repair (49). Same results were reported by
Abrahamson in 1995(50). In one local study Farooq et al.
reported 0.6% recurrence rate in darn repair®. Millis 1W.et al
and Swarup C. et al reported no recurrence in mesh and Darn
repair in their studies at different time®52, Review of routine
hernia repair practice have shown recurrence rates of primary
inguinal hernia repair vary from <1% to 17%5%. This is the era
of laparoscopic surgery as day care surgery and also inguinal
hernia surgery is being done under local anesthesia. The
reason is to keep the post-operative complication rate as low
as possible and early return of the patient to normal daily
physical activity and work. Most of the patients in both groups
discharged on the second post operative day in group (D)
25(62.5%) and | group (L) (n = 24) 54.54% p — value 0.88. On
3 — 4" post operative day and 5 — 6" post operative day almost
same percentage of patients (i.e) 27.5% group (D) and 28.
57% group (L), p — value 0.68 and 10% in group (D), 15.90 %
in group (L), p — value 0.36 respectively. The mean hospital
stay of the patient in Darn (D) group was 2.37+1.38 days and
itwas 2.72 + 1.56 days in Lichtenstein (L) group. Median stay
in the hospital in group (D) is 1.5 days while it is 1.25 days in
(L) group. Aldoescu S, et al concluded in his study that length
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of hospital stay depends upon the post operative
complications, he explained, it is different with different age
group and coated 1.8 days in his model®. Qadri et al in his
comparative study coated significant shorter hospital stay in
laparoscopic group 1.53 days and 4.33 days in open hernia
repair group®. In one local study mean duration of hospital
stay was 1.05 days in Darn repair and 1.57 days in
Lichtenstein repair and duration of was almost same in both
groups®. It is well accepted that people after uncomplicated
inguinal hernia repair usually return to normal routine work
within 4 to 6 weeks. Most of the tissues usually gain strength in
the immediate post operative period and it is considered that
polypropylene the non absorbable suture plays a part (56) but
it is the control of pain which encourages the patient for early
mobilization and return to normal activity. Most of the patient
in both groups in our study started their daily routine work like
sitting in the bed, walking up to wash room, taking bath and
changing clothes on the 1% post operative day. Neumayer L et
al. reported that the time to the resumption of daily activity was
5 days in open hernia repair while it was 4 days in
laparoscopic repair®’. In 1993 one survey conducted in United
Kingdom that surgeons recommended taking an average of
4.4 weeks off work after surgery general practioners
recommended 6.2 weeks and patient actually took an average
of 7.0 weeks off*®. Robertson and Bachoo P. emphasized that
those patients who had physically strenuous jobs are
significantly slower to resume work after hernia surgery585°,
Ninety seven uncomplicated hernia repairs returned to to full
work after 21 days reported by Taylor EW and Dewar EP®.
Majority of patients whether underwent open inguinal surgery
or laparoscopic surgery are usually return to normal activities
at one week. Patient who is doing desk job return to work
earlier than those who have heavy or strenuous work (23). The
recovery period and return to normal work after inguinal hernia
repair was analyzed with respect to clinical variables (i-e) age,
pain, type of hernia, type of repair and occupation. In this study
it was found that light physical activity like walking without
assistance, changing clothes, going to wash rooms were
resumed in 38 patients 38(95%) patient in Darn (D) group
while 34 patients n=34(77.27%) in Lichtenstein (L) group on 1%
post operative day (after 24 hours) with p — value 0.63 this
difference was not statistically significant, 2 patients n=2 (5%)
in next day in Darn group and 4 patients (9.09%) in
Lichtenstein group p — value 0.41. Rest of the patient in
Lichtenstein group return to normal activity on third and fourth
post operative day with p — values 0.04 and 0.15 respectively
which are statistically non significant. Activity like climbing
stairs, driving were resumed in almost all patients during 4™ to
5" week post operatively, 34 patients n=34 (85%) on 14"
post operative day in Darn group and 38(86.36%) in
Lichtenstein group, 2 patients n=2 (5%) in 3 week in Darn
group 4 patients ( 9.09%) in Lichtenstein (L) group. And 2
patients (4.5%) on 4" week in Lichtenstein group.
Tremendous subjectivity are incorporated in reporting the time
it takes a person to return to work or usual activities. However
recovery time is an important issue in terms of the degree of
suspension of patient’s activity and the cost to the society
calculated by days missed from productive work. In our study
almost all patients in group (D) returned to normal work in the
third to fourth post operative week in both groups with some
restrictions to all patients of excessive climbing of stairs, lifting
heavy objects etc. for at least three months.

Although there is no gross statistical differences between
Darn repair and Lichtenstein mesh repair but expenditure on
Darn repair is less as compare to mesh repair. Now in the
modern era of innovation although the laparoscopic mesh
repair is the best option but in the rural areas of the country

and the people who are laborer and belong to lower middle
class for them it is difficult to remain away from the work it is
seen that in our set up Darn repair is simple, cost effective,
easy and people are used to perform it at all level of health
care centers countrywide.

CONCLUSION

Although there is no gross statistical difference between the
Darn repair and Lichtenstein repair, our results are showing
that Darn repair is still better with respect to its simplicity, short
duration of surgery, less post operative pain, less
inguinoscrotal swelling and surgical site infection, cost effective
and early return of the patient to normal physical activity and
work.
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